NURSING STANDARD

URINARY INCONTINENCE is defined as the involuntary leakage of urine (Abrams et al 2002).
It is a problem that affects a large proportion of men and women of all ages in the population. Perry et al (2000) found that 34% of people aged more than 40 years reported symptoms of urinary incontinence. Peters et al (2004) identified that 39% of women and 23% of men over the age of 65 were affected.
Studies have also identified that urinary incontinence tends to remain an under-reported problem. Only 15% of patients questioned by Peters et al (2004) had sought help from healthcare providers, even though many of these patients were in regular contact with a district nurse or GP. Reasons for under-reporting included incontinence being perceived as an inevitable consequence of ageing, feelings of embarrassment and the associated stigma of being unable to control bodily functions.
The National Audit of Continence Care for Older People (Royal College of Physicians 2006) supported these findings, stating that older people with urinary symptoms often experienced them for many years before seeking help. The audit reported that the delay between the onset of symptoms and consultation with a health professional about the problem greatly affected people's quality of life their dignity, self-image and emotional wellbeing.
Quality of life
A European study identified that symptoms of urinary incontinence have a negative effect on women's quality of life. This study reported that urinary incontinence has a significant adverse effect on their day-to-day activities, self-perception and self-esteem (Papanicolaou et al 2005) . Horrocks et al (2004) examined the perceptions of older men about the impact of urinary incontinence on their quality of life and found that the use of incontinence products affected their self-image and was perceived to be a precursor to a loss of independence. Urinary incontinence has also been found to be associated with an increased risk of falls in older people (Brown et al 2000) and can lengthen their stay in hospital (Campbell et al 2005) .
Urinary incontinence can significantly affect a patient's ability to concentrate on, or participate in, rehabilitation programmes (Pilcher and King 2006) . Therapy sessions were interrupted by the time taken to take patients to the toilet and attend to episodes of incontinence. This survey also highlighted that embarrassment about the condition led some patients to avoid or refuse to participate in rehabilitative sessions. Therefore, the potential for optimum achievement of the patient's rehabilitation was compromised. 
A multidisciplinary approach to improving urinary continence
Summary
A pilot project was initiated and carried out by a multidisciplinary team working with older people with the aim of promoting effective practice in continence care. A documentation audit and staff questionnaire covering four independent hospital sites had identified the prevalence of urinary incontinence among inpatients to be 47%. This affected patients' participation in rehabilitation programmes. A framework was adopted that supported the implementation of evidence in practice. Strategies used by the project team included: workshops, role play and tools to aid decision making. Success of the project was confirmed by multidisciplinary focus group evaluations of all members of the ward team and by a post-intervention comparison of practice in the pilot ward with a similar ward using an established continence audit tool.
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Urinary incontinence not only affects the life of the person experiencing the continence problem, but also affects the lives of carers. This was highlighted in Good Practice in Continence Services (Department of Health (DH) 2000). The report further identified that many carers reported that looking after someone with a continence problem was demanding and distressing. This frequently led to the breakdown of the caring relationship, and was often considered to be the 'last straw' that resulted in admission to a residential or nursing home.
Urinary incontinence is amenable to treatment. However, all too often management interventions focus solely on providing containment products, as opposed to staff conducting a comprehensive patient assessment to determine the cause of the problem, before selecting the most appropriate treatment (Dingwall and McLafferty 2006) .
Implementing the evidence in practice
The pilot project focused on educating and developing a multidisciplinary team with the aim of improving clinical practice in continence care. Adopting the right approach to encourage changes in practice was acknowledged as being pivotal to its success. Literature has indicated that educational strategies on their own are unlikely to achieve change or improve patient outcomes (Rigby 2003 , Cheater et al 2006 . A conceptual framework described by Kitson et al (1998) Implementation of evidence-based practice is driven by a recognised need and desire for change by clinicians. Successful implementation of evidence in practice is the result of the relationship between three components: the context in which the proposed change is to be implemented, the evidence, and the process used to achieve it.
The project was undertaken in 2006 over a period of ten months. The aim is to undertake a repeat audit once the initiative has been implemented on other wards.
Context
The term context does not relate solely to the physical environment in which the change in practice occurs . An understanding of the prevailing culture is necessary and requires identification of the current strengths and weaknesses in the practice area that will inform and support the process of change. Characteristics of a 'strong' culture include valuing the contributions and development of staff, one that is patient-centred and provides supportive leadership. Transformational leadership skills, such as promoting effective teamwork, support the successful implementation of evidence-based practice . Challenge The challenge for this pilot project was to change practice by influencing a change in ward culture. The aim was to promote a ward culture that was patient-centred and that nurtured and developed the specialist knowledge and skills of all team members. Application To identify the opportunities and barriers in relation to current practice in the pilot ward, nurses completed a questionnaire and a multidisciplinary focus group was convened to reflect on current practice. This helped identify the support that the team needed to enable them to undertake comprehensive continence assessments (Table 1) . 
Opportunities Barriers
The ward team was motivated, The approach to assessment enthusiastic and expressed and management was sporadic a desire to change practice. and unstructured.
The multidisciplinary team had Containment products were being well-established channels of used inappropriately. communication and a collaborative approach to patient care.
Nurses identified that developing their knowledge and skills in continence care was essential. Therefore, as with all new learning, a baseline of educational needs was obtained. This also provided nurses with the opportunity to take responsibility for their individual learning needs. Enabling nurses to recognise their own learning needs rather than having training imposed on them, can change practice in patient care (McCormack and Wright 1999) .
A quiz about continence was used to establish nurses' current knowledge of bladder function, types of incontinence and the continence assessment process. From this a session was developed to revise the anatomy and physiology of the bladder, and the types and causes of incontinence. Workshops with staff also focused on the use of continence assessment tools, for example how the information obtained from a frequency volume chart can be used to augment history taking and identify the type of incontinence.
As stated earlier, education alone is not effective in changing practice. Therefore, initiatives such as role play and a patient case study were used. Role play was offered in a safe and comfortable environment that was conducive and supportive to learning. This approach models patient behaviours, and can successfully link theory to practice and increase the learner's confidence and empathy (Kuipers and Clemens 1998) . It encouraged nurses to identify the key components of continence assessment and developed communication skills so that they could take a patient's history of urinary symptoms. Ward-based teaching sessions also supported changes in ward culture, enabling the implementation of evidence-based practice. Outcome Feedback in the form of a focus group highlighted that new knowledge and understanding had enabled staff to make informed decisions about continence care and the management of continence problems. Frequency volume charts were used to assess individual patient needs accurately and deliver evidence-based care.
Knowledgeable and empowered staff were more confident and able to provide an individualised approach to continence care with improved patient outcomes. Overall there was an increased awareness of the importance of involving each patient in his or her continence assessment.
Communication was more effective not only between nurses and patients but also between all members of the team. Continuity of care on discharge improved because more accurate continence documentation enabled a more detailed and patient-centred transfer summary to be completed.
Evidence
Evidence-based practice is defined as a combination of research, clinical expertise, patient choice and experiences (Sackett et al 1996) Clinical audit can also inform practice by providing feedback and measuring the success of interventions, such as the implementation of evidence-based guidelines. Demonstrating the effect of the project through audit highlights the difference that has been made. It also provides the evidence base to underpin future decisions and actions required to implement ongoing changes to practice (Manley and McCormack 2003) . Challenge For this pilot project the challenge was to implement the evidence. First by increasing staff's awareness of best practice guidelines and other available evidence, and second by encouraging staff to use this evidence to guide and inform practice. Application Urinary incontinence is a symptom of an underlying condition that, in older people in particular, can have a number of contributory causes. To plan and implement a patient-centred approach to care and determine the appropriate treatment, a thorough and accurate assessment of the individual's continence status is essential when symptoms of urinary dysfunction have been identified (NHS QIS 2005) . Assessment is a proactive approach that includes sensitive questioning, thoughtful observation and physical examination.
A specialist nurse with extensive knowledge and clinical expertise in continence care presented evidence-based information about the continence assessment process to nurses, physiotherapists and occupational therapists. In addition, an easy-to-use reference tool from the Continence Foundation (2005) was obtained for each nurse working in the pilot ward. Clinical reference guides in a user-friendly format, such as this, have been shown to support the implementation of evidence-based practice in continence care (Williams et al 1997) . Outcome A post-implementation audit of nursing care plans and patient records in the pilot ward identified that comprehensive continence assessments were being performed.
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Continence checklist
Mini mental state examination
The results indicated that a more evidence-based approach to care and delivery of more individualised care were being documented. The focus was on helping patients to regain continence as opposed to managing it with the use of continence products. The use of continence documentation had also improved and individual continence care plans were 70% more likely to be completed in the pilot ward.
Facilitation
Working closely with staff in the clinical area offered support that enabled practice improvements. Reflective learning encouraged and promoted teamwork, current practice was challenged and new ways of working promoted (McCormack and Garbett 2001) . Involving staff in developing and incorporating evidence into practice promoted a sense of 'ownership', and encouraged staff to improve continence care. Challenge The challenge was to assist staff to change practice by helping them to understand why a change was required. When assisting staff to reflect on and review their practice, it is essential to adopt a style that is respectful, flexible and credible. By adopting this approach staff are more likely to engage in the process and sustain any improvements to care (Kitson et al 1998) . Application An experienced facilitator in managing change led a session focusing on 'drivers' and 'resistors' to change, and instilled the belief that nurses could make sustainable changes to practice. A member of the project team attended a number of the multidisciplinary team meetings to support and mentor the nurses in what was being described by the nurses as a fairly daunting part of their job. Developing the nurses' skills and confidence to review continence care issues effectively was essential. Continence care had been afforded relatively little time for discussion at these meetings and this had contributed to the lack of importance that team members placed on this aspect of care.
A continence checklist was developed by the consultant physician and team members (Figure 2 ). This was to make it easier to address continence issues at the weekly multidisciplinary meetings. The checklist was incorporated into the nursing section of the documentation and completed when a patient is discussed at the multidisciplinary team meetings. If any parts of the continence assessment have been completed, this can be documented in the checklist, avoiding duplication of effort, and any outstanding components of the assessment allocated to the appropriate team member. This enabled a focused and comprehensive approach by all members of the multidisciplinary team. 
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Working closely with staff in the workshops and on the wards to develop their knowledge, skills and confidence enabled the team to improve patient care and outcomes (Garbett and McCormack 2002) .
Outcome Feedback from the focus group participants indicated that motivation and momentum were maintained by the presence of a member of ward staff who had a keen interest in continence. A project team member also contributed to supporting and nurturing the development of staff in the clinical area. These team members were pivotal to the project's success and made the promotion of a supportive learning culture in the ward easier and improved patient outcomes. At the multidisciplinary team meetings the checklist focused discussion on continence assessment and management issues. The profile of continence care had been raised and patient assessments were now undertaken at an earlier stage leading to more effective and timely intervention. Overall, team members had a greater awareness of their contribution and that of other team members to continence care.
Conclusion
This article demonstrates how continence care in a clinical setting can be improved using a framework that supports the implementation of evidence-based practice. Successful implementation of evidence in practice is the result of the relationship between three key components: the context in which the proposed change is to be implemented, the evidence, and the process used to achieve implementation NS 
